The symptoms and signs of aneurysms of the thoracic aorta are due mainly to compression of surrounding mediastinal structures and depend on the size and location of the aneurysm. Compression of the trachea, bronchi, oesophagus, recurrent laryngeal nerve, bone, and superior vena cava is common, but pressure on the pulmonary artery has not been described in spite of its intimate relation to the ascending aorta.
The symptoms and signs of aneurysms of the thoracic aorta are due mainly to compression of surrounding mediastinal structures and depend on the size and location of the aneurysm. Compression of the trachea, bronchi, oesophagus, recurrent laryngeal nerve, bone, and superior vena cava is common, but pressure on the pulmonary artery has not been described in spite of its intimate relation to the ascending aorta.
The object of this paper is to describe a case presenting in this way and to discuss the particular surgical problems involved in the excision of such an aneurysm.
CASE REPORT E. D., a man aged 52 years, was admitted to the Brompton Hospital in December 1963. He had a history of healed bilateral pulmonary tuberculosis, and he suffered from recurrent attacks of haemoptysis and bronchial infection. In January 1957 he had been admitted to hospital in acute cardiac failure due to coronary thrombosis. Since then he had been moderately dyspnoeic.
On examination he was a heavily built man. The pulse was in sinus rhythm, the blood pressure 120/ 80 mm. Hg, and the jugular venous pressure was normal. An abnormal systolic impulse was palpable in the second left intercostal space at the left sternal edge. There was a moderately loud, harsh, inspiratory pulmonary ejection murmur, and the pulmonary component of the second sound was delayed and reduced in intensity but moved on respiration. Bilateral basal crepitations were heard in the lungs, and the liver was palpable one finger's breadth below the costal margin.
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DISCUSSION
Aneurysms of the thoracic aorta may present with signs of compression of the surrounding structures, trachea, bronchi, oesophagus, nerves, bone, and superior vena cava (Boyd, 1924; Brindley and Stembridge, 1956; Blakemore and Voorhees, 1954; Mills and Horton, 1938; Kampmeier, 1938 regurgitation, ischaemic heart disease, or systemic hypertension (Brindley and Schwab, 1930; Mills and Horton, 1938 ; Brindley and Stembridge, 1956 ). Relief of pulmonary outflow compression in this patient resulted in diminution of the heart size. 
